Patient Coordinated Care Response Team by Fox, Joshua
The University of San Francisco 
USF Scholarship: a digital repository @ Gleeson Library | Geschke 
Center 
Master's Projects and Capstones Theses, Dissertations, Capstones and Projects 
Winter 12-17-2021 
Patient Coordinated Care Response Team 
Joshua Fox 
jhfox@usfca.edu 
Follow this and additional works at: https://repository.usfca.edu/capstone 
 Part of the Nursing Administration Commons 
Recommended Citation 
Fox, Joshua, "Patient Coordinated Care Response Team" (2021). Master's Projects and Capstones. 1262. 
https://repository.usfca.edu/capstone/1262 
This Project/Capstone - Global access is brought to you for free and open access by the Theses, Dissertations, 
Capstones and Projects at USF Scholarship: a digital repository @ Gleeson Library | Geschke Center. It has been 
accepted for inclusion in Master's Projects and Capstones by an authorized administrator of USF Scholarship: a 
digital repository @ Gleeson Library | Geschke Center. For more information, please contact repository@usfca.edu. 
Patient Coordinated Care Response Team 
Joshua H. Fox 
University of San Francisco 





TABLE OF CONTENTS 
Section I: Title and Abstract 
 
 Title  ........................................................................................................................... 1 
 
 Abstract  ..................................................................................................................... 4 
 
Section II: Introduction  
 
 Problem Description  ................................................................................................. 6 
 
 Available Knowledge ................................................................................................ 8 
 
  PICOT Question............................................................................................. 8 
  
  Search Methodology  ..................................................................................... 8 
   
  Integrated Review of the Literature  .............................................................. 8 
 
 Rationale  ................................................................................................................... 9 
 
 Specific Project Aim  ................................................................................................. 10 
  
Section III: Methods  
 
 Context  ...................................................................................................................... 10 
 
 Intervention  ............................................................................................................... 12 
 
 Study of the Intervention  .......................................................................................... 12 
 
 Measures  ................................................................................................................... 13 
 
 Ethical Considerations  .............................................................................................. 13 
 
Section IV: Results  .............................................................................................................. 14 
 
Section V. Discussion  
 
Summary  ................................................................................................................... 15 






Section VII. References  ...................................................................................................... 18 
 
Section VIII: Appendices  
 
 Appendix A. Inpatient Unit Profile ............................................................................ 20 
 
 Appendix B. Evaluation Table ................................................................................... 23 
 
 Appendix C. IHI Disclosure Culture Assessment Tool  ............................................ 24 
 
 Appendix D. SWOT Analysis.................................................................................... 26 
 
 Appendix E. Return on Investment ............................................................................ 27 
 
 Appendix F. Unit Communication Assessment Tool  ............................................... 28 
 
 Appendix G. Measurement Strategy .......................................................................... 30 
 
 Appendix H. Changes to Test  ................................................................................... 31 
 
 Appendix I. Statement of Non-Research Determination Form  ................................ 33 
 
 Appendix J. GANTT Chart  ....................................................................................... 36 
 
 Appendix K. Survey for Coordinated Patient Care Team  ........................................ 39 
 





Section I: Abstract  
Problem: Communication between medical professionals and patients is a critical element to 
patient satisfaction and safety. The 2020 patient overall satisfaction scores for the local Roseville 
hospital were 73%. These data demonstrated an opportunity to enhance processes and the culture 
at the local Roseville hospital to meet the communication needs of its patient population. 
Context: A patient coordinated care response team was developed to improve communication 
for newly diagnosed cancer patients or other life-altering diagnosis patients.   
Interventions: A survey was completed to establish the current state of patient satisfaction with 
communication practices with healthcare providers in the overflow units of the local Roseville 
hospital.   
Measures: The outcome measure was to establish the current level of communication between 
the patient and the healthcare providers. There were two process measures: completion of the 
provided survey and attendance at the informational huddle. The balancing measures were to 
ensure attentiveness to the patient did not decrease and overall hospital length of stay did not 
increase while addressing communication challenges. 
Results: There were 25 responses to the survey, which demonstrated a 44% rating of poor for 
communication between the primary physician and other medical professionals in the hospital; 
100% of the responses stated they had cared for a newly diagnosed cancer or life-altering illness 
patient; 92% of the responses stated communication was a factor in the patient’s hospital length 
of stay; and 100% of the responses stated communication influenced the patient’s overall 
hospital experience. The results of the survey identified the response team members as the 
primary registered nurse, primary medical doctor, specialty medical doctor, patient care 
coordinator, and social service professional. 
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Conclusions: By incorporating a coordinated patient care response team into a patient’s plan of 
care, communication can be enhanced between medical professionals and the patient. This 





Section II: Introduction 
Communication is an essential element of patient care and recovery. Conveyance of 
information to patients requires timely and active participation from medical staff. Lack of 
communication can lead to delayed medical treatment and patient dissatisfaction. One example 
includes newly diagnosed cancer patients who receive a life-altering diagnosis or potentially 
terminal diagnosis, where the oncology department does not communicate effectively with the 
hospital-based specialist physician, the patient care coordinator (PCC), or the social service 
professional. This lack of communication may lead to confusion, anxiety, and overall patient 
dissatisfaction. Without an evidence-based practice approach in place, for example, a patient care 
team for multiple medical departments to collaborate and communicate as a single entity to the 
patient, the problem can lead to extended hospital stays, low patient satisfaction scores, and 
overall increase in costs to the hospital system.  
The purpose of this quality improvement project was to improve communication between 
medical professionals and patients by implementing a patient coordinated care response team in 
the overflow units for patients with a new cancer diagnosis or life-limiting illness to improve 
patient satisfaction scores and to reduce hospital length of stay. 
Problem Description 
 
The local Roseville hospital, located in Northern California, is a 340-bed hospital that 
services the Roseville and Sacramento city communities. At times, in the current inpatient setting 
of the 50-bed overflow units, medical departments work independently from each other, 
negatively impacting communication between hospital staff and the patient. To research the 
extent of this communication problem, a systems view approach was applied. The systems view 
approach emphasizes analyzing the whole system that is providing a service or influencing an 
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outcome (Johnson & Sollecito, 2020). Utilizing the systems view approach was a critical step in 
creating the new patient care team, as the team was comprised of multiple departments and 
specialties.   
The initial analysis utilized to establish the current dynamics of the overflow units 
included the 5Ps assessment. The 5Ps approach consists of purpose, patients, professional, 
processes, and patterns. To facilitate this assessment, an Inpatient Unit Profile assessment was 
performed to gather current data on the overflow unit (see Appendix A). The assessment 
indicated a high percentage of cancer patients, and incorporated within that population, a 
percentage of newly diagnosed cancer patients. Data collected from December 2020 to May 
2021 by an independent review of patient charts revealed an average of 15 out of 40 patients 
each day within the overflow units had a cancer diagnosis, which resulted in a monthly 
percentage of 37.5% of all patients suffering from cancer. Of this grouping, two out of 15 
patients (13.3%) were newly diagnosed patients with cancer. The monthly total for newly 
diagnosed cancer patients compared to the total patients within the overflow units was 5%, or 
approximately 60 patients per month.   
The next variable researched was patient satisfaction scores. Patient satisfaction scores, 
per Medicare.gov (2021), were reported as always satisfied: nurses (76%), physicians (79%); 
satisfied with discharge (51%); and satisfied with overall experience (73%). Cancer has been 
established as the fourth common illness/ailment in the overflow units, and it is proposed that 
there is a pattern of communication failures with newly diagnosed patients, leading to low 
satisfaction scores.   
The correlation between hospital staff to patient communication and patient satisfaction 
scores is the primary focus of this project. It is proposed that increasing the quality of 
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communication between the healthcare team and the patient through the creation of a new patient 
coordinated care response team will subsequently help increase the overall patient hospital 
experience and satisfaction scores.   
Available Knowledge  
PICOT Question  
 
 In newly diagnosed cancer or terminally ill patients, how does a communication-based 
care team approach, compared to a non-communication-based care team approach, affect patient 
satisfaction scores within a 3-month period post-diagnosis? 
Search Methodology 
 
A literature search from 2016 to 2021 was completed using the CINAHL database with 
the following key words: patient satisfaction, cancer, and terminal illness. This search produced 
14 articles, and from these articles, five were selected for review. All selected articles were 
evaluated using the Johns Hopkins Nursing Evidence-Based Practice tool and ranged from Level 
IB to IIC (see Appendix B).   
Integrated Review of the Literature 
 
Review of the articles established an existing precedent that communication between 
medical professionals and patients had a direct impact on patient satisfaction and efficient 
treatment. Land et al. (2019) stated that by treating expectations, plans, and decisions, 
practitioners can recognize and support patients’ preferences while preparing them for possible 
difficulties. Land et al. reinforced that when providers participate in initial planning during 
difficult conversations, it supports the team approach to patient-centered care.  
A randomized control trial conducted by Nottelmann et al. (2019) proposed that a newly 
presented model for palliative rehabilitation had the flexibility to meet the needs of patients and 
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led to a high degree of patient satisfaction. Nottelmann et al. discussed the benefits of 
rehabilitation, even with palliative patients, which coincides with the proposed team approach 
involving PCCs to access physical and occupational therapy resources for patients. 
In a systematic review of literature, Piano et al. (2019) indicated that one of the main 
concerns for cancer patients was the waiting process for obtaining test results, and general 
practitioners should be more transparent about next steps post-diagnosis. This study validates the 
need for improved communication between medical staff and patients.   
In a quasi-experimental study, Stone et al. (2019) noted that multidisciplinary cancer 
centers shortened the time from diagnosis to treatment, suggesting improvement is related to 
benefits beyond faster oncology assessment. This study reinforces the need for multidisciplinary 
communication and collaboration, which is the foundation for the care team approach. 
Walling et al. (2016) conducted a quasi-experimental study and found that 15% of 
patients with lung and colorectal cancer had unmet needs for symptom management, and those 
with low physician communication scores were twice as high as those with high communication.  
This final study demonstrates the results of poor communication with newly diagnosed cancer 
patients and validates the need for improved communication between medical staff and patients. 
Rationale 
The guiding change theory for this project was Lewin’s theory of change. According to 
King et al. (2019), “Change that is planned using a model of change is much more effective than 
unplanned change” (p. 9). Lewin’s theory of change has three stages: (1) unfreezing, which 
creates the motivation for change; (2) moving, which introduces new concepts and trial-and-error 
learning occurs; and finally, (3) refreezing, when the new process is internalized and becomes 
part of the culture (King et al., 2019). Each phase of Lewin’s change theory was critical; 
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however, the final stage, refreezing, was the most important, as it ensured that the new process 
change had been accepted and implemented into the current culture. 
Specific Project Aim 
The aim statement for this project was: By December 1, 2021, of newly diagnosed cancer 
or life-altering illness patients, satisfaction scores related to communication between medical 
staff and patients will increase from the current 73% to 90% at the local Roseville hospital in the 
overflow units. 
Section III: Methods 
Context 
 
Understanding the current environment of the overflow unit’s microsystem was captured 
utilizing several assessment tools, including an Inpatient Unit Profile (see Appendix A); an 
Institute for Healthcare Improvement (IHI, 2021) Disclosure Culture Assessment (see Appendix 
C); a SWOT (strengths, weaknesses, opportunities, threats) analysis (see Appendix D); a return 
on investment (ROI) analysis (see Appendix E); and a unit communication assessment (see 
Appendix F). 
The Inpatient Unit Profile established that there were approximately 60 newly diagnosed 
cancer patients admitted each month in the overflow units. Communication scores post-discharge 
indicated 73% patient satisfaction with provider communication. The IHI Disclosure Culture 
Assessment revealed that the overflow units have a culture of safety, ongoing training programs 
for communication, and resources for ongoing support and learning. This assessment also 
revealed that procedures for communication between patients, families, and medical staff are 
present; however, there is opportunity for improvement. Resolution for cases is also an area of 
opportunity for growth. 
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The SWOT analysis described the overflow unit with strengths in teamwork, accessible 
and user-friendly electronic charting, and compassionate staff. Weaknesses included 
unwillingness of staff to change their current processes, coordination between different 
departments, and challenges with patients being able to view test results before communication 
with staff takes place. Opportunities included enhancing patient education and learning, 
enhancing collaboration between medical departments, decreasing patient hospital length of stay, 
and increasing overall patient satisfaction scores. Finally, threats identified included the current 
COVID pandemic overloading staff and hospital resources due to a large increase in patient 
population, lack of knowledge from staff who belong to other units and float into the overflow 
units, and financial support from the local Roseville hospital. 
The ROI assessment demonstrated the financial benefit of reducing hospital lengths of 
stay. The overall cost for an average 6-day length of stay was $38,418 ($6,403 per day X 6 days) 
for a medical/surgical patient and $41,064 ($6,844 per day X 6 days) for a telemetry patient. The 
same cost for a 5-day admission was $32,015 for a medical/surgical patient and $34,220 for a 
telemetry patient. When figuring in the projected 60 patients per month with new cancer 
diagnosis, the monthly savings for reducing each length of stay by one day (30 medical/surgical 
patients and 30 telemetry patients) was $397,050 per month, with an annual savings of 
$4,768,920. This demonstrates a substantial cost benefit to reducing hospital lengths of stay. 
Finally, the unit communication assessment revealed that there was a positive teamwork-
based environment in the overflow units. The assistant nursing manager (ANM) was visible and 
frequently out on the units interacting with staff. Nursing staff communicate well with each other 
and perform daily nurse knowledge exchange, including the patient in their shift-change hand 
offs. There is an overall supportive and collaborative atmosphere with the staff and patients on 
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the units. The areas for improvement include noise levels in the short staff overflow area and 
communication with physicians and other departments. 
Intervention 
 
The proposed intervention was to create a patient coordinated care response team that 
was activated by a nursing order to perform the initial communication of a new diagnosis of 
cancer or life-limiting illness to a patient. This team was comprised of a primary medical 
physician, a social service professional, a PCC, and the primary nurse. This team responded as a 
cohesive group to explain, educate, and support the patient about their new diagnosis.   
Study of the Intervention 
 
The measurement strategies utilized were a staff survey, chart review, and patient 
feedback (see Appendix G). The initial review of the staff survey established the current state of 
the unit in terms of communication between medical professionals and patients, which provided 
a baseline for measuring improvement. The second review took place by individually accessing 
and studying patient charts to establish eligible candidates for the care team, including new 
cancer diagnosis or life-limiting illness patients. The final review was determining if the nursing 
staff identified the need for activating the care team by initiating an order (in the early phases of 
the project this was captured manually by completing a form turned in to the unit ANM).  
There were two changes to test, which were performed using PDSA (plan, do, study, act) 
cycles (see Appendix H). The first PDSA cycle was a survey, which involved overflow nursing 
staff and assessed the current communication patterns and capabilities between medical staff and 
patients. The second PDSA cycle was to establish the coordinated care team members. This cycle 
involved collaborating with the multidisciplinary departments involved in the care team to 





The measures chosen for evaluating the success of this project included the percentage of 
patient satisfaction, the percentage of patients who had the care team order placed, and finally 
the percentage of patients who were correctly identified as eligible for the care team. The first 
measure was the primary aim of this project, evaluating the overall patient communication 
satisfaction. This was evaluated utilizing a staff survey and chart audit, with a goal of 90% 
scoring 4 or 5 on a scale of 1-5 (1 being very unsatisfied with communication, 5 being very 
satisfied with communication). The second measure was to evaluate the number of patients with 
the care team order placed, which was reviewed utilizing the staff survey and a chart review. The 
goal was 90% of eligible patients had the order placed. The final measure was evaluating if 
correct patients were selected for the care team, which was reviewed utilizing the staff survey 
and chart review. The goal was 90% of patients correctly identified. 
Ethical Considerations 
 
Ethical considerations for this project included patient privacy and ensuring there is no 
preference made towards specific patients involved in the project. Per King et al. (2019), “Ethics 
committees are multidisciplinary groups that provide guidance when frontline clinical staff face 
ethical dilemmas in patient care” (p. 79). Provision 2 of the American Nurses Association Code 
of Ethics for Nurses states, “The nurse’s primary commitment is to the patient, whether an 
individual, family group, community, or population” (King et al., 2019, p. 79). Part of this 
commitment includes collaboration, which represents the focus and goal of this project. Daily 
patient rounds are a standard of practice for ANMs, and attention was placed on communication 
goals with these identified patients. This project was approved as a quality improvement project 
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by faculty using quality improvement review guidelines and does not require IRB approval (see 
Appendix I). 
Section IV: Results 
 
The baseline data for this initiative were obtained through a staff administered survey.  
This was the first PDSA cycle of the project. The survey was implemented in the planning phase 
of the project, demonstrated on the GANTT chart, which displays the timeline of the project and 
completed in August of 2021 (see Appendix J). The survey, “Survey for Coordinated Patient 
Care Team,” was presented in a paper format to all overflow unit registered nurses (RNs) over a 
period of 2 weeks (see Appendix K). Of the 60 nurses, 25 completed and return forms, 
representing 41.7% of the overall nursing staff. The focus of the survey was communication 
opportunities between medical professionals, the patient, and desired members of the patient 
coordinated care response team. The results of the survey demonstrated 100% of the surveyed 
staff had taken care of newly diagnosed patients with cancer or life-altering illness.   
The next three questions of the survey asked about communication between the primary 
physician and the patient, other medical professionals, and other physicians. The results of these 
three questions were 11 out of 25 rated the communication as poor, representing 44% of the total 
responses. Question 2, rating communication between the primary physician and the patient, 
resulted in three out of 25 responses as good or great (12%). Question 3, rating communication 
between the primary physician and other medical professionals, resulted in four out of 25 
responses as good or great (16%). The fourth question, rating communication between the 
primary physician and other physicians, resulted in five out of 25 responses as good or great 
(20%). The fifth question asked if the patient’s overall satisfaction of their hospital stay was 
influenced by communication with physicians, which 25 out of 25 responses were yes. The sixth 
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question asked if the overall hospital length of stay was influenced by the communication 
between the primary physician and other healthcare professionals, which 23 out of 25 responses 
were yes, representing 92% of those surveyed. The final question was what care team members 
would be appropriate for the care response team. The results were: primary medical doctor, 25 
out of 25 (100%); specialty medical doctor, 24 out of 25 (96%); social service professional, 25 
out of 25 (100%); PCC, 25 out of 25 (100%); specialty RN, 19 out of 25 (76%); and other, 10 out 
of 25 (40%). The option for other in the survey was a free writing option, which provided the 
results of family, pharmacy, chaplain, dietary, spiritual care, and primary RN (see Appendix L).   
The results of the survey were expected, demonstrating an opportunity for improvement 
of communication between medical staff and patients. The creation of a patient coordinated care 
response team will provide a resource to enhance communication between medical professionals 
and patients. 




The environment of the overflow units at the local Roseville hospital suggested there was 
a communication gap between medical professionals and patients. This gap potentially created 
longer lengths of stay for the patient, as well as decreased patient satisfaction scores. The survey 
conducted with current overflow unit RNs confirmed an impaired communication process 
between medical professionals and patients. Opportunities to enhance communication included 
creating a patient coordinated care response team, which provided a comprehensive approach to 
conveying information to the patient. This team also provided an emotional and psychological 
support aspect, which will potentially increase overall patient satisfaction scores. Barriers to 
performing a test of change case study included COVID pandemic staffing challenges, initial 
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social service management changing positions during the implementation, and hospital-based 




Patients with newly diagnosed cancer or life-altering illnesses experience a myriad of 
challenges while in the hospital setting. Communication is critical to ensure accurate messaging 
about the illness is conveyed, emotional support is provided, and the next steps in treatment are 
understood by the patient. The creation of a patient coordinated care response team enabled the 
medical establishment to provide concise, comprehensive, and emotionally supportive 
information to the patient. This approach would decrease the overall hospital length of stay due 
to efficient planning and testing, which would decrease costs to the medical establishment and 
the patient. Patient satisfaction scores would also increase due to the improvement of 
communication between the medical staff and the patient.  
The next phase of this project will be to perform a solitary test case on an appropriately 
designated patient. Upon evaluation of the test case, adjustments will be made to ensure best 
practices are in place to provide optimal communication. Sustainability will be maintained by 
ensuring this process is routinely activated by nursing and physician staff. Performing chart 
reviews, screening patients newly admitted to the overflow units, and incorporating monthly 
interviews with nursing staff through direct report rounding sessions will provide continuous 
monitoring of this process. The patient coordinated care response team has the potential to 
become part of the culture at the local Roseville hospital. Akin to a wound consult or a social 
service consult, initiating a consult for the care response team will give medical professional staff 
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an opportunity to enhance the process of communicating new, life-altering diagnosis to patients 
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Appendix A. Inpatient Unit Profile 
 
Inpatient Unit Profile 
A. Purpose: 
Why does your unit exist? To provide patient beds as an overflow unit, easing the strain on the emergency department and 
the main hospital. 
 Site Contact: Joshua Fox Date:3/12/2021 
Administrative Director: Michelle Pavano 
Nurse Director: Debbie Reiter, RN, 
MSN, CNS 
Medical Director: Dr Richard Florio, MD 
B. Know Your Patients:  Take a close look into your unit, create a “high-level” picture of the PATIENT POPULATION that 
you serve.  Who are they?  What resources do they use?  How do the patients view the care they receive?        
Est. Age Distribution of 
Pts: 
%  
List Your Top 10 
Diagnoses/Conditions 









51-65 years 12  2. SBO 7. Renal Failure  Doctors 79 
66-75 years 







76+ years 28  4. Cancer 9. Cellulitis  Pain 81 









Living Situation  %  Point of Entry %  
Pt Population Census: Do these 
numbers change by season? (Y/N) 
Y/N 
Married  53  Admissions 0  Pt Census by Hour Y 
Domestic Partner 5  Clinic 0  Pt Census by Day Y 
Live Alone  21  ED 72  Pt Census by Week Y 
Live with Others  4  Transfer 28  Pt Census by Year Y 
Skilled Nursing Facility 10  Discharge Disposition %  30 Day Readmit Rate Y 
Nursing Home 2  Home 67  Our patients in Other Units Y 





Range  Skilled Nursing Facility 5  Frequency of Inability to Admit Pt Y 
Medical 6 2-19  Other Hospital 4  
*Complete “Through the Eyes of 
Your Patient”, pg 8 
Surgical 4 1-16  Rehab Facility 0  
Mortality 
Rate 
<1  Transfer to ICU 2  
C. Know Your Professionals:  Use the following template to create a comprehensive picture of your unit.  Who does 
what and when?  Is the right person doing the right activity?  Are roles being optimized?  Are all roles who contribute to the 


















MD Total 4 4 4 4 0 Internal Medicine 37 
Hospitalists Total 2 1 1 2 0 Hematology/Oncology 17 
Unit Leader Total 1 1 1 1 0 Pulmonary 3 
CNSs Total 0 0 0 0 0 Family Practice 4 
RNs Total 12 12 12 12 6 ICU 17 
LPNs Total 0 0 0 0 0 Other: PACU 22 
LNAs Total 0 0 0 0 0 
Supporting Diagnostic 
Departments 
Residents Total 2 1 1 1 0 
Technicians Total 2 2 1 2 0 (e.g. Respiratory, Lab, Cardiology,  
Secretaries Total 1 1 0 1 1 Pulmonary, Radiology) 
Clinical Resource 
Coord. 




Social Worker 1 1 0 1 0  
Health Service Assts. 0 0 0 0 0  
Ancillary Staff 0 0 0 0 0  
Do you use Per 
Diems?    
__X___Yes         ______NO Staff Satisfaction Scores % 
Do you use 
Travelers?    




Do you use On-Call 
Staff?    
__X___Yes         ______NO 





Do you use a Float 
Pool? 
__X___Yes         ______NO    
*Each staff member should complete the Personal Skills Assessment and “The Activity 
Survey”, pgs 10 - 12  
D. Know Your Processes:  How do things get done in the microsystem?  Who does what?  What are the step-by-step 
processes?  How long does the care process take?  Where are the delays?  What are the “between” microsystems hand-
offs?   
1. Create flow charts of routine 
processes.  







a) Overall admission and treatment 
process 
Check all that apply 
b) Admit to Inpatient Unit X Standing Orders/Critical Pathways 
# Turnovers/Bed/Year ___3,650___ 
c) Usual Inpatient care  X Rapid Response Team 
d)  Change of shift process X Bed Management Rounds Linking Microsystems 
e)  Discharge process X Multidisciplinary/with Family Rounds (e.g.  ER, ICU, Skilled Nursing Facility)                   
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f)  Transfer to another facility process   Midnight Rounds 
 ICU, ER, SNF, Clinics, Mother/Baby, 
PACU, Cath Lab 
g)  Medication Administration X Preceptor/Charge Role  
h)   Adverse event X Discharge Goals  
2.   Complete the Core and Supporting Process Assessment Tool, pg 14   
E. Know Your Patterns:  What patterns are present but not acknowledged in your microsystem?  What is the leadership 
and social pattern?  How often does the microsystem meet to discuss patient care?  Are patients and families involved?  
What are your results and outcomes?   
• Does every member of the unit meet 
regularly as a team?  Yes 
• Do the members of the unit 
regularly review and discuss 
safety and reliability issues?  Yes. 
Monthly manager rounding 
performed with every staff. 
• What have you successfully 
changed? Created unit from scratch. 
• What are you most proud of? 
Teamwork and enthusiastic culture. 
• How frequently? Daily huddles. 
• What is your financial picture? 
Positive, plan to build unit building in 
5 yrs. 
• What is the most significant pattern of variation? Length of 
stay. 




Appendix B. Evaluation Table 
 
Study Design Sample Outcome/ Feasibility Evidence 
Rating 








By treating expectations, plans, and decisions, 
practitioners can recognize and support patients’ 
preferences while preparing them for possible 
difficulties. 
II B 








A newly presented model for palliative 
rehabilitation had a flexibility to meet the needs 
of patients and led to a high degree of patient 
satisfaction. 
I B 
Piano et al. 
(2019) 




The largest cause of concern was the waiting 
process for obtaining test results. General 
practitioners should be more transparent about 
next steps post-diagnosis. 
II C 




128 patients in 34 
clinics 
Multidisciplinary cancer centers shortened the 
time from diagnosis to treatment, suggesting 
improvement is related to benefits beyond faster 
oncology assessment. 
II B 





5,422 patients with 
new diagnosis of 
lung and colorectal 
cancer 
15% of patients had unmet needs for symptom 
management, plus those with low physician 
communication score were twice as high as those 





Appendix C. IHI Disclosure Culture Assessment Tool 
 




The organization is grounded in the core values of 
compassion and respect and the ethical responsibility to 




There is an expectation for ongoing communication, 
honesty, and transparency that is set from the board and 





Error is seen as the failure of systems and not people.   Y   
All can expect support at the sharp end of unanticipated 
outcome and near-miss. 
Y   
Malpractice  
Carrier 
There is a commitment to rapid disclosure and support. Y   
There is a written understanding of how cases will be 
managed in partnership between patient/family/carrier. 
Y   




There is a policy on patient and family communications. Y   
There is a policy on patient and family partnerships. 
Organizational infrastructure for clinician support exists. 
Y   
There are policies on disclosure and documentation. Y   
Procedures are known and in place for internal and 
external communication of sentinel events. 
Y   
Guidelines/policies support a fair and just culture (non-
punitive) and the reporting of adverse events. 
Y   
There is a written crisis communication plan. This plan is 
centrally located and easily accessible by all staff. 
Y   
Training Ongoing training programs are in place for all staff on 
communication, expectations, policies, procedures, 
guidelines. 
Y   




There is rapid notification of patient/family and activation 
of support—typically immediately around what is known. 
Y   
There is a team to support staff preparing to disclose 
(coaches). 
Y   
Root cause analyses commence immediately, are closely 
managed, and the results are shared, including with the 
patient and family. 
Y   
The Disclosure The organization is transparent and honest. Y   
Responsibility is taken. Y   
We apologize/acknowledge. Y   
There is a commitment to providing follow-up 
information. 
Y   
The caregiver is supported throughout the process.   Y   
The organization provides continuing support for the 
patient/family. 
Y   
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All hospital staff disclosing are trained in their role. Y   
Ongoing 
Support 
Resources are available to assist families experiencing 
unanticipated outcomes (not limited to error) – support is 





Resources are available to assist staff at the sharp end of 
unanticipated outcomes (not limited to error) – based on 
the needs of the clinician (e.g., emotional support). 
Y   
Procedures are in place and are known to ensure ongoing 
communications with patients, families, and staff. 
Y __  
Resolution Procedures are in place and are known to bring the case to 
closure respectfully, as viewed by the patient and family. 
Y __  
Learning  Mechanisms are in place to ensure learning by the board, 
executive leadership, MSEC, and across the organization. 
Y   
Measurement systems are in place to assess the impact of 
communication, disclosure, and support (as well as 
quality and safety) practices on premiums, claims, cases, 
and payments.   
Y   




Appendix D. SWOT Analysis 
 
SWOT (Strengths, Weaknesses, Opportunities, Threats) Analysis 
Strengths (Internal Forces) Weaknesses (Internal Forces) 
• Strong teamwork 
• User-friendly electronic record 
• Electronic record can be set up to create pop-
up notifications 
• Oncologists, physicians, social workers, 
chaplains, and RNs as local resources 
• Staff are compassionate and willing to learn 
• Employee’s lack of motivation for 
change 
• Coordination issues with different 
departments 
• Early notification to patient through new 
medical chart transparency laws before 
team can consult with patient 
• Staff lack of knowledge of certain 
diseases or diagnosis 
Opportunities (External Forces) Threats (External Forces) 
• Enhance patient education 
• Enhance learning and knowledge for patient 
• Create a community between different 
departments 
• Decrease hospital length of stay by 
consolidating care and education 
• Increase patient satisfaction scores through 
comprehensive communication 
• COVID pandemic overwhelming 
resources due to census and staffing 
issues 
• Lack of knowledge of staff who float to 
overflow units from other departments 
• Challenge creating collaboration between 
different departments 
• Effective medical record care team 
consult order creation and 
implementation 




Appendix E. Return on Investment 
 
Return on Investment (ROI) 
Costs: 6 Day Hospital Stay X 1 Patient Stay/ X 60 Total Stays (30 Med/Surg + 30 Telemetry) per 








(MS and Tele) 12 months 
Room and board- 
Med/Surg 6,403/Day 6 38,418 1,152,540 13,830,480 
Room and board- 
Telemetry 6,844/Day 6 41,064 1,231,920 14,783,040 
Total Cost LOS 6     79,482 2,384,460 28,613,520 
Costs: 5 Day Hospital Stay X 1 Patient Stay/ X 60 Total Stays (30 Med/Surg + 30 Telemetry) per 
Month/ X 12 Months per Year 
Room and board- 
Med/Surg 6,403/Day 5 32,015 960,450 11,525,400 
Room and board- 
Telemetry 6,844/Day 5 34,220 1,026,600 12,319,200 
Total Cost LOS 5       66,235 1,987,050 23,844,600 
Total Savings: Per Hospital Stay/Per Month/Per Year 
Total Savings Med/Surg 1 Day Less 6,403 192,090 2,305,080 
  Telemetry 1 Day Less 6,844 205,320 2,463,840 
  
Med/Surg + 







Appendix F. Unit Communication Assessment Tool 
 
Unit Communication Assessment Tool 
Unit Characteristic: Assessment: 
Noise levels on unit In the MBO (mother/baby overflow) and PDO 
(pediatric overflow) unit there is minimal noise due 
to the young patient population and private rooms; 
in the SSO (short stay overflow) unit there are 
frequent complaints of noise and activity due to the 
location in the PACU (post-anesthesia care unit) 
and only curtains separating the patient beds. 
Assistant Nursing Manager:                                       
• Visibility of                                                                   
• Communication patterns from manager to staff                                                                                 
• Receptiveness of manager to staff and 
patient/family concerns 
The ANM (assistant nursing manager) has an office 
located directly on the MBO unit and is 
continuously visible and on the units. Staff are
encouraged to communicate with the ANM, who 
also seeks out communication with staff. The ANM 
is attentive and responsive to staff and member’s 
needs. 
Report/hand off NKE (nurse knowledge exchange) happens at each 
shift change and is monitored by the ANM. Staff 
are reminded at each huddle to continue this 
practice and involve the patient. 
Nurse-patient communication This element is case by case, as personalities among 
both nurses and patients vary. When obstacles arise, 
the ANM is receptive to adjusting assignments to 
ensure safe/quality care is maintained. 
Social support for nurses, staff Nurses interact well with each other, frequently 
offering help and assistance to each other. Due to 
low census in patients, at times only 2 assignments 
per unit, both nurses support each other. 
Gossip/evidence of bullying behavior, disrespect This element is closely monitored by the ANM, 
primarily the gossip aspect. Maintaining 
professional attitudes and behaviors is expected.  
Bullying and disrespect is not tolerated in any form 
and is addressed as soon as it is discovered or 
reported. 
Conflict resolution When at all possible, conflicts are handled by staff 
involved. However, when not able to resolve on 
their own, the ANM becomes involved to reach an 




Interdisciplinary communication, which includes 
physician-nurse communication 
This is an area of improvement which has been 
identified in the overflow units. Resources are 
available for communicating with other 
departments; however, many times if nurses do not 
initiate the communication, it does not occur from 
outside departments, such as physicians. 
General observations about work 
environment/culture; team communication 
Overall, the overflow unit staff work very well 
together. They support each other and are 
resourceful. Multiple staff rotate through the 
overflow unit from other units and can cause 






Appendix G. Measurement Strategy 
 
Background (Global Aim): To implement a coordinated patient-centered care response team for 
newly diagnosed cancer or life-altering illness patients by December 2021 in the overflow units 
of the local Roseville hospital. 
 
Population Criteria: Newly diagnosed cancer or life-limiting illness patients.  
 
Data Collection Method: Data will be obtained from staff completed surveys, patient chart 
review, and patient feedback from a sample of 30 patient records to establish a baseline. After the 
baseline data have been established, 10 events per week will be reviewed for project measures 
for Q4 2021. Data plan will be re-evaluated bi-monthly based on results. 
 
Data Definitions  
 
Data Element Definition 
Overall Patient Satisfaction  Numeric rating from 1-5 obtained from staff 
survey 
Chart Review Individual review of identified patients’ EMR 
records for appropriateness of care team activation 
Care Support Order Requested Standardized care support order requested for 




Measure Measure Definition Data Collection Source Goal 
% patient satisfaction   N = # patients with 
satisfaction score of 4 
or 5  
D = # patients 
identified as needing 
care team consult  
Staff survey and chart 
audit 
90% 
% # patients with care 
team order placed 
N = # patients with care 
team order placed 
D = # patients 
identified as needing 
care team consult 
Survey and chart 
review 
90% 
% # patients correctly 
identified for being 
eligible for care team 
N = # patients with 
documented new 
diagnosis of cancer or 
life-altering diagnosis 
D = # patients 
identified as needing 
care team consult 






Appendix H. Changes to Test 
 






































Appendix K. Survey for Coordinated Patient Care Team 
 
1. Have you taken care of a patient in the Overflow Units who was newly diagnosed with cancer or 
a life-altering illness? (ex. Life-altering illness: loss of limb, chronic illness such as 
CHF/COPD/DDM, major cardiac surgery). 
o Yes 
o No (If no, stop questionnaire here, thank you!) 
 
2. How would you rate the quality of communication of the first presentation of information 





o Very Poor 
 
3. How would you rate the quality of communication between the primary physician and other 





o Very Poor 
 
4. How would you rate the communication between the primary physician and other physicians 





o Very Poor 
 
5. Do you think the patient’s overall satisfaction of their hospital stay was influenced by the 




6. Do you think the hospital length of stay was longer due to communication between the primary 




7. If there were to be a coordinated patient care team created, who would you want on that team? 
(This team would respond to the patient’s bedside together, at the same time, to present the 
new diagnosis and provide support). (Select all that apply) 
o Primary MD 
o Specialty MD (specific to new diagnosis, oncology, ortho, GI, etc.) 
 40 
 
o Social Service Professional 
o Patient Care Coordinator 
o Specialty RN (oncology, ortho, GI, etc.) 
o Other (list:________________________) 
 





Appendix L. Results of Survey for Coordinated Patient Care Team 
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